Objective: Identify individual-and place-based factors associated with diagnosed diabetes and forgone medical care among those diagnosed with diabetes. Background: Diabetes affects millions of individuals globally. In the U.S. alone the prevalence rate of diagnosed diabetes has more than doubled over the past 20 years (4.2% in 1994 to 10% in 2014). Methods: The Behavioral Risk Factor Surveillance System (2011-2015) was used to identify factors associated with self-reported diabetes diagnoses (ever diagnosed) among U.S. adults. Logistic regression modeled: (1) the likelihood of having diabetes; (2) the likelihood of forgone medical care among those with diabetes, given appropriate medical care has been linked to preventing complications associated with diabetes. Results: Rates of diabetes remained relatively stable from 2011 to 2015. The likelihood of diabetes was higher (p < 0.01) among racial and ethnic minority groups, men, those with lower incomes and those with lower education. Place-based disparities indicating a higher likelihood of having a diagnosis of diabetes were found for those living in rural areas (urban versus rural, unadjusted OR = 0.844-0.908; p < 0.01) and those living in the South (North, Midwest, and Western/Pacific regions versus the South, unadjusted OR = 0.794-0.889; p < 0.01). Similar results were found with forgone medical care among those diagnosed with diabetes being more likely in the South (North, Midwest, and Western/Pacific regions versus the South, unadjusted OR = 0.542-0.819). In fully-adjusted analyses, the prevalence of diabetes and forgone medical care among those diagnosed with diabetes was higher for those with lower incomes, from several racial/ethnic minority groups, and in the South versus most other regions. Conclusions: Identifying at-risk groups informs targets for prevention and assists efforts to address chronic disease self-management among those already diagnosed with diabetes.
Introduction
Diabetes is a significant public health burden with over 29 million (21.0 million diagnosed; 8.1 million undiagnosed) individuals of all ages affected in the United States (U.S.) [1, 2] . Type 2 diabetes accounts for approximately 95% of all cases of diabetes [2] and as such national estimates of diabetes represent Type 2 diabetes in the vast majority of cases. Additionally, 86 million American adults are estimated to have prediabetes [2] . Prediabetes includes those with higher than normal blood glucose levels, yet lower than that for a diagnosis of diabetes [3] . Thus, the burden associated with diabetes is a major societal concern.
In the U.S., the overall crude percentage of adults diagnosed with diabetes grew from 4.2% in 1994 to 10% in 2014 [4] . Uncontrolled diabetes is a potentially debilitating disease [5] due to its impact on other organs and the cardiovascular system. Further, those with diabetes have twice the risk of age-adjusted mortality as compared to those without diabetes [1, 6] . Almost all diabetes is largely preventable with 90-95% of all diagnosed diabetes attributable to type 2 diabetes [7] and modifiable factors including healthy lifestyle behaviors including, among other things, achieving adequate levels of physical activity and eating a healthful diet [8] . Thus, there is significant opportunity to ameliorate the fact that millions suffer from diabetes related complications [3] . Further, while prevention of diabetes itself is the most desired option, prevention of complications associated diabetes is critical given complications can be avoided with proper planning and management (e.g., monitoring blood glucose, blood pressure) [1] . At the same time, access to safe opportunities to engage in physical activity or access to healthy foods is an obvious compliment to these individual-level behaviors [9] .
Geospatial and Social Determinants of Health
Type 2 diabetes is associated with many sociodemographic factors such as age [2] , race/ethnicity [2] , and socioeconomic status [10] . There are also documented geographic variations in the prevalence rates of diabetes, with rates in the Southern U.S. higher than the national average [11] . The World Health Organization's Framework for Action on the Social Determinants of Health [12] notes that multiple determinants of individual-level social characteristics (e.g., race/ethnicity, income, education) and a structural characteristics (e.g., place-based factors) predict health and health-related outcomes. Thus, this framework can be helpful to identify individual-level and structural factors associated with diabetes and related health outcomes.
In addition to older adults [2] , racial and ethnic minority groups are disproportionately affected by type 2 diabetes [13] . For example, the likelihood of diabetes is higher among Black or African American, Hispanics/Latino, and American Indian individuals as compared to non-Hispanic White individuals [14] . Socioeconomic factors are independently associated with type 2 diabetes onset among racial/ethnic minorities [15] . For example, Black or African American individuals experiencing household or neighborhood-level poverty are at heightened risk of developing diabetes [14] . American Indians and Alaska Native individuals served by the Indian Health Service had a higher rate (over 14%) of diagnosed diabetes than any other racial or ethnic group in 2010 [1] . Further, American Indian individuals have been shown to be more than three times as likely to die from diabetes than White individuals [16] . Diabetes rates were also higher among non-Hispanic Black or African American (nearly 13%) and Hispanic (nearly 12%) adults compared to non-Hispanic Asian (over 8%) and non-Hispanic White (just over 7%) adults [1] . Further, the complications associated with diabetes are related to higher likelihoods of morbidity and mortality [17] . Thus, certain racial/ethnic groups are disproportionately more likely to develop diabetes. Further, diabetes-related complications can be largely controllable (e.g., monitoring blood glucose levels, blood pressure, cholesterol) [17] suggesting that access to proper screening may be critical.
Disparities in the rates of diabetes have also been shown to be associated with geospatial factors such as residing in rural (versus urban) areas throughout the U.S., where the relative rates of diabetes were higher in rural areas for the overall U.S. population, and within racial and ethnic groups among White and Black or African American adults [18] . However, rates were lower in rural areas for Hispanic adults relative to their urban Hispanic counterparts [18] . In addition to rates of diabetes, there are major gaps in access to health care providers for treatment and management of diabetes [19] . This has been shown in rural regions relative to urban areas [19] throughout the U.S. As such, rurality must be considered in terms of access and utilization of medical care among potentially at-risk groups (e.g., those with diabetes). In summary, both rurality and race/ethnicity play major roles in assessing the impact of diabetes and access to care throughout the U.S. for those with a diagnosis of diabetes.
Objective
To inform targeted intervention strategies, it is critical to monitor trends in diabetes prevalence over time, factors associated with diabetes, and access to care among those with diabetes. Given that diabetes-related disparities are present across race, ethnicity, poverty, and place (e.g., rurality), there is a need to better understand factors associated with diabetes and associated barriers to treatment-such as cost or scarcity of providers and services-across time and place. This need is consistent with calls for research identifying disparities among racial and ethnic minority groups over time [13] . Further, there is a need to identify both individual and structural factors associated with health-related outcomes, as laid out in the Framework for Action on the Social Determinants of Health [12] . Documenting changes or trends over time can help to identify consistent trends or new gaps in access as they arise. Given the socioeconomic gradient in diabetes prevalence and care has been observed, this study investigates whether any changes in this gradient occurred over time. Our objective was to describe trends in prevalence of diabetes and care for diabetes by socioeconomic and demographic (e.g., ethnic) characteristics. Specifically, we aimed to identify individual and community factors associated with: (1) diabetes (i.e., among those having ever been told by a health care provider one was diagnosed with diabetes); and (2) unmet need, or forgoing medical care deemed recommended or necessary due to cost in the past 12 months among those with diabetes.
Materials and Methods

Data
Based on self-reported survey data, the Behavioral Risk Factor Surveillance System (BRFSS) provides nationally representative estimates for the U.S. non-institutionalized adult population. Data include individual-level health-related outcomes. We used the 5-year period between 2011 and 2015 to conduct this study. The sample size of each year varied, with 506,467 for 2011, 475,687 for 2012, 491,773 for 2013, 464,664 for 2014, and 441,456 for 2015.
Dependent Variables
Dependent Variable 1
Diagnosed diabetes was assessed as the major outcome in the study both independently as an outcome and as a way to subset forgone medical care among those with a diagnosis of diabetes. Individuals were asked if they have ever been told they had diabetes stemming from the question "Has a doctor, nurse, or other health professional EVER told you that you had any of the following?". Responses indicating negative responses (e.g., no; No, but pre-diabetes or borderline diabetes) were grouped together with the addition of respondents reporting gestational diabetes only (coded as: Yes, but who were female and told only during pregnancy). Given the BRFSS defined borderline or pre-diabetes as "no" we grouped these responses with "no", yet did run separate analyses excluding this category (data not shown) that represented less than 2% of respondents (1.6% weighted in 2015) and identified similar results as those presented in general. Thus, we decided to follow the BRFSS definition treating only those with a diagnosis of diabetes as "yes" given diabetes was the major outcome of interest. Diabetes was treated as a dichotomous outcome for diagnoses with diabetes (excluding gestational diabetes) versus not having diabetes (including gestational diabetes). Dependent Variable 1: y = Diagnosed Diabetes (yes) versus No Diagnosed Diabetes (no).
Dependent Variable 2
Forgone medical care due to cost (e.g., not seeking medical care that was thought to be needed due to cost barriers) among those with diagnosed diabetes was the second primary outcome of interest in the current study. The sample size was reduced when sub-setting only to those with diabetes for analyses of forgone medical care (unweighted sample size: 2011, n = 62,461; 2012, n = 59,763; 2013, n = 62,345; 2014, n = 61,118; 2015, n = 57,256). The survey item included, "Was there a time in the past 12 months when you needed to see a doctor but could not because of cost?" We subset those reporting having diabetes and who responded to this question. Thus, analyses of forgone care (yes/no) includes only those with a diagnosis of diabetes (i.e., diabetes = yes). Dependent Variable 2: Among the subset to only those saying "Yes" to having been diagnosed with diabetes, y = Yes (i.e., Yes, there was a time in the past 12 months when I needed to see a doctor but could not because of cost) versus No (i.e., No, there was not a time in the past 12 months when I needed to see a doctor but could not because of cost).
Independent Variables
Independent variables included: income, sex, education, race/ethnicity, rurality, region, and state average median household income. Because previous research has suggested that various social determinants of health such as educational attainment, low income, and racism and social exclusion, are associated with diabetes diagnoses [20] [21] [22] , we sought to include independent variables that would capture these determinants. Further, the Framework for Action on the Social Determinants of Health also helped guide identification of individual and area-level factors related to health and related outcomes [12] . Income was coded as Don't know/Not sure/Missing, Less than $15,000, $15,000 to less than $25,000, $25,000 to less than $35,000, $35,000 to less than $50,000, and $50,000 or more. Education was coded as did not graduate high school, graduated high school, attended college or technical school, or graduated from college or technical school. Race and ethnicity was coded as non-Hispanic White, non-Hispanic Black or African American, non-Hispanic American Indian or Alaska Native, non-Hispanic Asian, and Hispanic. "Other" was categorized as: Native Hawaiian of Other Pacific Islander, no preferred race, multiracial but preferred race not asked. For race and ethnicity, reposes for "don't know/not sure", or "refused" we excluded. Sex was included to assess differences across those self-reporting being male or female. Age group (coded as: 18-24; 25-34; 35-44; 45-54; 55-64; 65 and older) was included to assess diabetes and forgone care over time in descriptive analyses.
We included rurality to serve as a measure of community infrastructure and accessibility to health care resources. We separated this variable into both a 2-level and a 4-level categorization. This was defined as follows: rurality (2-level) comparing urban versus rural (not in a Metropolitan Statistical Area or MSA); rurality (4-level) comparing in the center city of an MSA, outside the center city of an MSA but inside the county containing the center city, inside a suburban county of the MSA, not in an MSA (rural). Further, U.S. Census Region was included to measure changes across larger geographic regions. States were categorized as follows: South (Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, Virginia, West Virginia, Alabama, Kentucky, Mississippi, Tennessee, Arkansas, Louisiana, Oklahoma, Texas); North (Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont, New Jersey, New York, Pennsylvania); Midwest (Indiana, Illinois, Michigan, Ohio, Wisconsin, Iowa, Nebraska, Kansas, North Dakota, Minnesota, South Dakota, Missouri); Western/Pacific (Arizona, Colorado, Idaho, New Mexico, Montana, Utah, Nevada, Wyoming, Alaska, California, Hawaii, Oregon, Washington). Finally, state median household income was included to serve as a structural measure of socioeconomic status. The state average median household income for each year was included only in fully adjusted analyses.
Statistical Analyses
SAS 9.4 (SAS Institute, Cary, NC, USA) was used in all statistical analyses. SAS survey procedures were used to account for the complex sampling frame of the BRFSS. SAS provides options to use survey procedures (e.g., "proc surveylogistic") where survey sampling weights are included. We included SAS options for "strata", "weight", and "cluster" based on variables included in the BRFSS dataset. These survey procedures allow for weighting the data to be nationally representative on the US non-institutionalized population. Descriptive analyses were also carried out using SAS survey procedures (i.e., "proc surveyfreq") to attain weighted frequencies to calculate percentages. Analyses were run using logistic regression (using "proc surveylogistic" in SAS) predicting (1) likelihood of being told one had diabetes; and (2) forgone medical care among those with diabetes. As mentioned, type 2 diabetes makes up approximately 95% of all cases of diabetes [2] so the implications are most specific to individuals with type 2 diabetes. To assess significant differences (at p < 0.01) among unadjusted bivariate comparisons with our outcomes and each independent variable, we ran a series of logistic regression models for each outcome relative to each independent variable in separate models. The fully adjusted model included several variables in each model (by year and outcome) simultaneously, where inclusion was determined based on our theoretical framework, the WHO's Framework for Action on the Social Determinants of Health [12] . This framework closely aligns with the variables included in the fully adjusted model for both individual-level characteristics such as race, ethnicity, income, etc., and structural-level factors such as rurality and aggregate measures of income. This fully adjusted analyses included: income, sex, education, race/ethnicity, rurality, region, and state average median household income. To subset analyses for forgone medical care among those diagnosed with diabetes, "domain" statements in combination with survey procedures were included in the SAS code to subset to only those with diabetes to assess forgone medical care. Finally, we pooled data for all 5 years to determine difference in our 2 outcomes in bivariate and multivariable logistic regression analyses.
Ethics
Approval for this secondary data analysis was gained from the Texas A&M University's Institutional Review Board in 2016 (IRB identification code: IRB2016-0712M).
Results
Diagnosed with Diabetes
The prevalence rate of diabetes among adults ages 18 and older living in the U.S. was approximately 10% in 2011 and nearly 11% in 2015 (see Table 1 and Figure 1 ). As shown in Table 1 , the prevalence of diabetes varied by age, income level, sex, education level, race/ethnicity, urbanicity, and geographic region. The rate of diagnosed diabetes increased with age. The rate was higher than 10% among those age 45 and older for every year of data included in the study. Those in the oldest age group had rates above 20% in all years of study. Individuals in lower income levels had higher rates of diabetes with rates above 10% among those with annual household incomes less than $35,000. Rates by sex were similar within 1% of each other for males and females. Rates of diabetes were higher among those with lower educational levels where rates were higher than 10% among those reporting a high school education or less. The rate of diabetes was highest among American Indian or Alaska Native adults near 15% in 2011 followed by Black or African American (13%) and Hispanic (10%) adults. The rate of diabetes remained highest among American Indian or Alaska Native adults near 17% in 2015 followed by Black or African American (14%) and Hispanic (11%) adults. Rates of diabetes among rural areas were 12% in 2011 and 15% in 2015. Rates of diabetes among urban areas were 11% in 2011 and 14% in 2015. When comparing rates by U.S. Census Region, results suggest the highest rates were in the South at approximately 11% in 2011 and approximately 12% in 2015 relative to at or lower than approximately 10% in all other regions across all years under study. 
Forgone Medical Care among Those Diangnosed with Diabetes
In total, the rate of forgone medical care among those with diabetes was nearly 18% in 2011 and nearly 15% in 2014 (see Table 1 and Figure 2 ). The rate of forgone medical care among those with diabetes decreased with age where those aged 18-44 making up at or near 50% for every year under study. The rate of forgoing medical care among those with diabetes was highest among those with lower incomes with rates over 15% for those with incomes less than $35,000. Rates of forgone medical care were higher among females with a gap of approximately 4% in 2011 and 2012 at 16% and 20% among males and females, respectively. The rates were 14% and 16% for males and females in 2015, respectively with a gap on approximately 2%. Rates of forgone medical care were higher among those with lower educations where rates were higher than 14% among those that were not college or technical school graduates. Rates were highest among those with the lowest education with rates above 20% among those who did not graduate from high school. The rate of forgone medical care was highest among Hispanic adults near 28% in 2011 followed by American Indian or Alaska Native (22%) and Black or African American (22%) adults. The rate of diabetes remained highest, albeit lower across years, among Hispanics near 23% in 2015 followed by American Indian or Alaska Native (21%) and Black or African American (18%) adults.
Forgone medical care for those living in rural areas ranged from 17% in 2011 to 13% in 2015, declining each year. Forgone medical care among urban residents ranged from 15% in 2011 to 12% in 2015. When comparing rates by U.S. Census Region, results suggest the highest rates in the South at approximately 22% in 2011 relative to rates at or less than 17% in all other regions. Rates in the South were approximately 18% in 2015 relative to at or lower than approximately 13% in all other regions. Table 2 presents unadjusted (bivariate) analyses predicting the odds of diabetes. Across all years of study, the likelihood of being diagnosed with diabetes was higher (p < 0.01) among those with lower incomes (relative to the highest income; above $50,000). Across all years of study, the likelihood of reporting a diagnose of diabetes was higher (p < 0.01) among those without a college or technical degree (versus those with a college or technical school degree). Across all years of study, the likelihood of being diagnosed with diabetes was higher (p < 0.01) among those residing in rural areas (versus those residing in urban areas). Finally, the likelihood of being diagnosed with diabetes was higher (p < 0.01) in the South than all other regions. In separate analyses on pooled data we found the likelihood of being 
Bivariate Logistic Regression for Those Diagnosed with Diabetes
Multivariable Logistic Regression for Those Diagnosed with Diabetes
Fully adjusted analyses included: income, sex, education, race/ethnicity, rurality, region, and state average median household income. Table 3 presents adjusted analyses predicting diabetes. Across all years of study, the likelihood of being diagnosed with diabetes was higher (p < 0.01) among those with lower incomes (relative to the highest income; above $50,000) after considering all other factors in the model. Across all years of study, the likelihood of being diagnosed with diabetes was higher (p < 0.01) among males when compared to females. Across all years of study, the likelihood of being diagnosed with diabetes was higher (p < 0.01) among those without a college or technical degree (versus those with a college or technical school degree). Finally, the likelihood of being diagnosed with diabetes was higher (p < 0. Table 4 presents unadjusted analysis for forgone medical care among those diagnosed with diabetes. Across all years of study, the likelihood of forgoing medical care among those diagnosed with diabetes was higher (p < 0.01) among those with lower incomes (relative to the highest income; above $50,000).
Across all years of study, the likelihood of forgoing medical care among those diagnosed with diabetes was higher (p < 0.01) among those without a college or technical degree (versus those with a college or technical school degree). Finally, the likelihood of forgoing medical care among those diagnosed with diabetes was higher (p < 0.01) in the South than all other regions.
In separate analyses on pooled data we found the likelihood of forgoing medical care among those diagnosed with diabetes was higher in 2011 (OR 1.261, 99% CI 1.148-1. 
State Median Income
State Median Income (continuous variable) 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 ** and bold indicate significantly different (alpha = 0.01); * alpha = 0.05.
Multivariable Logistic Regression for Forgone Medical Care among Those Diagnosed with Diabetes
Fully adjusted analyses included: income, sex, education, race/ethnicity, rurality, region, and state average median household income. Table 5 presents adjusted analysis for forgone medical care among those diagnosed with diabetes. Across all years of study, the likelihood of forgoing medical care among those diagnosed with diabetes was higher (p < 0.01) among those with annual household incomes lower than $35,000 (relative to the highest income; above $50,000). Further, the likelihood of forgoing medical care among those diagnosed with diabetes was higher (p < 0.01) in the South than all other regions in 2015.
In separate analyses on pooled data we found the likelihood of forgoing medical care among those diagnosed with diabetes was higher in 2011 (OR 1.277, 99% CI 1.152-1. 
Discussion
The prevalence of reported diabetes for adults remained relatively stable across all years under study at 9.8% for 2011 and 10.5% for 2015, representing less than a 1% increase. There were also slight increases in the percentage with diabetes among several groups (e.g., adults with lower incomes, those who were age 65 years or older, those with who did not graduate from high school). Previous research has shown in other parts of the globe (e.g., the United Kingdom) that those in more deprived areas are more likely to be exposed to risk factors associated with diabetes [23] . Thus, relative to large increases in the rate of diabetes in the 20 years preceding 2014 (growing from 4.2 to 10%) [4] , rates in the past 5 years may be plateauing to an extent, albeit still increasing slightly.
While increases in diabetes rates were small, pervasive differences remained in the current study, especially among those with lower incomes, lower levels of education, those residing in rural areas, and those in the South. Findings related to rural areas have been highlighted in previous research where residents of rural areas were found to have a higher prevalence of diabetes [24] . Of note, when considering all other terms in the model (i.e., adjusted analyses) the differences across rurality did not remain. Thus, while these difference do exist, several factors included in the model may drive these differences. Further, minority adults had consistently higher prevalence of type 2 diabetes, with American Indian or Alaska Native, Black or African American, and Hispanic adults having higher rates of diabetes than non-Hispanic White adults. Thus, the prevalence of diabetes varied by characteristics identified in the Framework for Action on the Social Determinants of Health, including geospatial factors. Further, men were more likely to have ever been diagnosed with diabetes.
Rates of forgone medical care among adults with diabetes were highest, at 18% in 2011, but dropped under 15% in 2015. In contrast to the likelihood of ever been diagnosed with diabetes, the likelihood of forgone medical care (among those ever diagnosed with diabetes) was more likely among females. Thus, among those with a diabetes diagnosis, we find that females are particularly at-risk for forgone medical care. As with diabetes, the likelihood of forgone medical care among those diagnosed with diabetes was highly impacted by geospatial and Social Determinants of Health. Health disparities in terms of forgone medical care among those with diabetes were consistently present for those with lower incomes, those who were female, those with less education, and those residing in the South. This is consistent with earlier studies using similar data among the general population (i.e., not stratified by diagnosis or not of diabetes) when assessing forgone medical care [25] . Further, health disparities experienced over the life course may relate to social institutions and cultural differences [26] . Even more, one's diagnosis of diabetes and subsequent health behaviors and decisions (e.g., disease management) may be impacted by economic constraints, individual priorities, and access to care among other things [26] . The fact that these factors continue to translate to disparities particularly among at-risk populations gives urgency to policy makers or other decision makers seeking ways to reduce the burden of diabetes estimated to cost $174 billion in 2007 [1] already rising to $245 billion in 2012 [27] and forgone medical care in the U.S. 
Limitations
Given data were drawn from multiple cross-sections in time, causality was not implied. Thus, only associations between our outcomes of interest and independent variables should be interpreted. The BRFSS does not specify whether individuals have a diagnosis of type 1 or type 2 diabetes. However, type 2 diabetes accounts for approximately 95% (ranging between 90% and 95%) of all diabetes [7] . Thus, while the dataset is limited in that it does not designate type 2 diabetes, it is likely representative of type 2 diabetes given the relatively high rates of type 2 versus type 1 diabetes and the fact that only adults are included and type 2 diabetes is more commonly found in adults. We were also limited in the data that could be merged with the BRFSS data using geospatial identifiers (e.g., merging 2 different datasets based on geospatial identifiers such as county). State-level characteristics not already included in the BRFSS data could be merged with the BRFSS given "state" was in the BRFSS data. However, sub-state level identifiers (e.g., county, ZIP Code, Census Tract) were suppressed in the BRFSS preventing linking more "granular" area-level characteristics (e.g., Census Tract to identify median household income at smaller geographic areas than the state). Further, self-reported surveys face the risk of recall bias, yet the major outcome was lifetime diagnosis of a specific disease and not specific recall of acute events in the recent past. Further, rates of diabetes have been shown to be lower among Alaska Native adults when compared to American Indian adults [2] , yet the BRFSS grouped these individual preventing separate analyses. Additionally, the estimates in the fully-adjusted analyses are robust (i.e., p < 0.01). Further, while we did incorporate several factors based on theory that have been shown to be linked to our outcomes, there may be additional confounders we were not able to measure in the available data. Finally, of critical importance is that it is estimated that nearly 30% of adults with diabetes are undiagnosed and not included in the estimates of diabetes in the current study [2] . The implications of the study should be interpreted with these limitations in mind.
Practice and Policy Implications
Identifying major disparities affecting millions of at-risk Americans helps to inform policy makers, decision makers, and other key stakeholders. Continued monitoring of trends in both prevalence of and factors associated with diabetes and forgone medical care among those diagnosed with diabetes can help shape policies targeted at prevention, especially targeted to the most at-risk groups (e.g., racial/ethnic adults, economically disadvantaged) and places (e.g., the South, rural areas). Knowing individual-level factors associated with risk of diabetes and forgone medical care allows for targeted diabetes screening and diabetes prevention education strategies to those most at-risk. In particular, American Indian and Alaska Native, Black or African American, and Hispanic adults are most affected by disparities. Addressing diabetes prevention among these groups takes tailored action. For example, many American Indian and Alaska Native adults reside on tribal lands that may lack resources leading to challenges for health care prevention efforts [28] . However, success has been shown with regard to translating the Diabetes Prevention Program or DPP into diverse American Indian and Alaska Native communities [28] . Another example is the evidence-based Yo Si Puedo Controlar Mí Diabetes! program designed as a culturally sensitive type 2 diabetes intervention for Spanish-speaking adults [29] . Thus, funding for this and similar translational efforts among diverse populations may hold hope for reaching those at most risk of developing diabetes.
While prevention of diabetes is critical, chronic disease self-management is necessary among those already diagnosed with diabetes. While there was not much change in rates over time, diabetes is chronic and health consequences are cumulative. Thus, the prevalence of diabetes builds as the population increases and as the population ages. This becomes particularly important when one thinks of the over 90% of older adults and nearly 75% of older adults who have at least one chronic condition and two or more chronic conditions in the U.S., respectively [30] . Evidence-based health and wellness programs targeting older adults suffering from chronic disease show promising outcomes (i.e., delays in illness, better disease management, and reductions in hospitalizations) [31] [32] [33] [34] . Studies have demonstrated rural areas and other low resource areas can be reached by these programs [35] , yet increased efforts seeking to understand geospatial distributions of these programs are needed to assess ongoing reach into particularly at-risk areas.
With uncertainty facing major health care programs in the U.S., particularly those programs linked to the change in federal executive and congressional leadership, it is timely to investigate the most recent trends in diabetes and access to care among those diagnosed with diabetes. This issue is even more important when considering that among the over 29 million persons affected by diabetes in the U.S., estimates suggest that nearly 8 million are undiagnosed [1, 2] . Thus, while this study looks at those with a diagnosis of diabetes, more research must be done to assess factors associated with diabetes and forgone medical care among those who do not even know they have diabetes, or among those with prediabetes. Thus, efforts must be carried out to encourage potentially at-risk individuals to undergo diabetes screening in order to detect metabolic syndrome [36, 37] or pre-diabetes at early stages where diabetes may be prevented [37] . Further, even after diagnosis, ongoing diabetes self-management may be effective to improve health outcomes and lessen the chance of major complications [38] .
Conclusions
American Indian or Alaska Native and Black or African American adults were most at-risk for diabetes and forgone medical care among those with diabetes as compared to White non-Hispanic adults. Other major disparities were found across age, income, and education. Place-based disparities were found among those residing in rural areas and in the South. Prevention efforts and chronic disease management strategies that are tailored (e.g., culturally appropriate) to at-risk populations are needed to address both factors associated with diabetes and forgone medical care throughout the U.S.
